Objective: To investigate how inpatient palliative care teams nationwide currently screen for and treat psychological distress. Methods: A web-based survey was sent to inpatient palliative care providers of all disciplines nationwide asking about their practice patterns regarding psychological assessment and treatment. Descriptive statistics were used to characterize the sample and responses, and analysis of variance was conducted to determine whether certain disciplines were more likely to utilize specific treatment modalities. Results: A total of N ¼ 236 respondents were included in the final analyses. Providers reported that they encounter psychological distress regularly in their practice and that they screen for distress using multiple methods. When psychological distress is detected, providers reported referring patients to an average of 3 different providers (standard deviation ¼ 1.46), most frequently a social worker (69.6%) or chaplain (65.3%) on the palliative care team. A total of 84.6% of physicians and 54.5% of nurse practitioners reported that they prescribe anxiolytics or selective serotonin reuptake inhibitors to patients experiencing psychological distress. Discussion and Conclusions: This study revealed significant variability and redundancy in how palliative care teams currently manage psychological distress. The lack of consistency potentially stems from the variability in the composition of palliative care teams across care settings and the lack of scientific evidence for best practices in psychological care in palliative care. Future research is needed to establish best practices in the screening and treatment of psychological distress for patients receiving palliative care.
Introduction
Palliative care seeks to relieve suffering in patients with serious or life-threatening illness and their families through comprehensive assessment and treatment of physical, psychosocial, and spiritual symptoms. 1, 2 As our population continues to age, the number of adults living with serious illness, such as heart failure, end-stage renal disease, chronic obstructive pulmonary disease, chronic kidney disease, and cancer, will also rise. Patients with serious illness experience high levels of symptom burden and diminished quality of life, as well as an increased prevalence of psychological distress such as depression and anxiety. [3] [4] [5] Furthermore, caregivers of patients with serious illness also experience higher rates of psychological symptoms and are at increased risk of developing anxiety and depression. 6, 7 Guidelines from the National Consensus Project and National Hospice and Palliative Care Organization strongly recommend that the interdisciplinary palliative care team "assesses and addresses psychological and psychiatric aspects of care based upon the best available evidence to maximize patient and family coping and quality of life." 8(p64) However, given the heterogeneity of how palliative care teams are staffed in hospitals and other care settings, 9 it is unclear what psychological assessment techniques and interventions are actually being delivered and by whom.
A recent systematic review of palliative care interventions revealed that multicomponent palliative care interventions that purport to provide psychological care routinely fail to document the type of psychological treatment being provided, who is providing it, and whether it is effective. 10 This review further revealed that in the research setting, the most frequent mental health screen was the Edmonton Symptom Assessment Scale, 10 a multidimensional palliative care screening instrument that is 1 Division of Geriatric and Palliative Medicine, New York-Presbyterian Hospital/Weill Cornell Medicine, New York City, NY, USA commonly used despite the fact that its reliability and validity as a screening tool for psychological symptoms such as anxiety and depression has not been established. 11 While treating psychological distress is a critical component of what palliative care teams do, it is unclear whether teams in practice are currently doing so based on the "best available evidence."
Furthermore, while pharmacologic approaches such as anxiolytics and selective serotonin reuptake inhibitors (SSRIs) are commonly employed to help manage psychological distress, 12, 13 this approach can cause harm by increasing a patient's risk of falls, delirium, and polypharmacy. [14] [15] [16] In one study of the palliative care patients, oral benzodiazepine use was associated with negative outcomes including worsening performance status and gastrointestinal symptoms. 17 Nonpharmacological approaches to managing psychological distress exist. For example, cognitive behavioral therapy (CBT) has proven efficacy for managing psychological distress in many populations 18 and does not carry the risks associated with medication use. It is unclear, however, whether palliative care teams currently employ evidence-informed, nonpharmacological techniques, such as CBT, to manage psychological distress in their respective patients.
Recognizing that the results of the 2017 systematic review may have only been capturing research-based interventions rather than what is happening in actual clinical practice, this study sought to investigate how inpatient palliative care teams nationwide currently screen for and treat psychological distress in their respective practices. By asking professionals currently serving on palliative care teams how they assess and treat psychological distress in patients with advanced chronic illness, we aim to generate a better understanding of the current practices employed by inpatient palliative care teams when addressing mental health issues in their respective patient populations.
Methods
Palliative care providers were recruited from multiple sources, including professional contacts of the authors, e-mail listservs of palliative care nurses and social workers including the Zelda Foster Database and the Hospice and Palliative Nurses Association listserv, Internet searches of palliative care providers based on the Center for the Advancement of Palliative Care "Where to get palliative care" web page (https://getpalliative care.org/providers/), and word of mouth. Providers who received the recruitment e-mail were encouraged to forward the e-mail to other colleagues who may be eligible for and interested in participating in the study. Due to this "snowball" method of recruitment, it is unknown how many people received an invitation to participate in the study.
The study was conducted using the Qualtrics platform and was reviewed and approved by the Weill Cornell Medical College Human Research Protection Office. An e-mail was sent to potential participants informing them of the study that included a link to the online survey. Individuals who visited the site were first asked whether they were currently seeing patients as part of an inpatient palliative care team. If they answered no to this question, they were ineligible. Prospective participants who answered "yes" to the first question were subsequently asked if they had provided care to patients on an inpatient palliative care team for at least 1 year. If they responded no, they were also screened out of the study.
Overall, n ¼ 437 individuals visited the Qualtrics website, and 167 were ineligible to participate because they did not currently serve on a palliative care team or had been serving on a palliative care team for <1 year. An additional 34 individuals were removed from the analytic sample because they answered the 2 screening questions correctly (and were therefore eligible to participate) but answered none of the survey questions. Analyses were conducted on the remaining 236 respondents who answered at least some of survey items. Sample size is reported for each analysis because some participants did not complete the entire survey but provided sufficient information to be included in individual analyses.
Measures
Participants were asked a series of questions regarding their current practices for screening and treating patients with psychological distress. The survey instrument is available upon request from the corresponding author. We were particularly interested in practice patterns surrounding a common type of psychological distress found in patients receiving palliative care: anxiety. We therefore queried respondents about how they managed anxiety symptoms specifically in addition to asking more general questions about psychological distress. Information about the composition of the palliative care team and background information of participants (eg, years in practice, number of hours spent seeing patients each week) were also collected to characterize the sample.
Analyses
Descriptive statistics were performed to characterize the data. Analyses of variances (ANOVAs) were performed to analyze whether particular disciplines were more likely to engage in multiple methods of nonpharmacological treatments or empirically supported nonpharmacological treatments. Empirically supported nonpharmacological treatments were defined based on the American Psychological Association's Society of Clinical Psychology's website, 19 which evaluated psychological treatments for specific disorders based on the Chambless and Hollon's 20 criteria. The website lists only CBT as an empirically supported treatment with sufficient evidence for generalized anxiety disorder; however, because this study was looking at how symptoms of anxiety are treated rather than psychological disorders that meet full diagnostic criteria, we included the common components of CBT (distraction techniques, relaxation techniques, and mindfulness meditation techniques) as empirically "informed" treatments for symptoms of anxiety. Post hoc analyses were conducted to better understand which treatments were most likely to be administered by each discipline. Table 1 shows the breakdown of participants by discipline, hospital setting (rural, suburban, and urban), gender, hours per week spent seeing patients, and type of hospital (academic medical center, community hospital, Veterans Affairs Hospital, comprehensive cancer, and other). Nursing and social work were collapsed in this table to include all nursing degrees (registered nurses, nurse practitioners, and clinical nurse specialists) and all social work degrees (MSW and LCSW). In subsequent analyses, registered nurses were separated from nurse practitioners and clinical nurse specialists. Clinical nurse specialists was a frequent write-in response and was not initially included on the survey as an option to be selected. Figure 1 shows the frequency with which providers encounter various types of psychological distress in their practice. Overall, providers are encountering psychological distress frequently, and the most common types of distress are difficulty coping with illness and anxiety.
Results

Detecting and Managing Psychological Distress
All 224 (224/236 ¼ 94.9%) participants answering this question, irrespective of discipline, reported that they use at least 1 method to screen patients for the presence of psychological distress. Providers reported using a variety of methods. The most frequent type of screening method was clinical interview, employed by 99.6% of providers, followed by talking to family members (92.4%), observing the patient's mood (89.7%), reviewing medical records (74.6%), administering a formal screening instrument (34.4%), and having the patient evaluated by a mental health professional (11.2%). Clinicians reported using an average (standard deviation [SD]) of 4.01 (1.04) different types of screening methods to assess for psychological distress in their patients. Two hundred twenty-four clinicians responded to the question asking which types of formal screening measures they use. Participants were most likely to use the Edmonton Symptom Assessment Scale (endorsed by 38.8% of participants), followed by the Patient Health Questionnaire-9 (PHQ-9) (29.9%), Hospital Anxiety and Depression Scale (HADS) (19.2%), or some other screening measure (19.2%).
Participants responded that when they detect psychological distress in their patients, they refer these individuals to a number of different disciplines. Table 2 reflects which disciplines are receiving referrals most often. On average, participants reported referring to 3 different providers (SD ¼ 1.46) when they identify psychological distress. When asked what participants do if they identify psychological distress, they endorsed an average of 4.3 (SD ¼ 1.9) responses, which included referring to various providers, monitoring the patient themselves, starting a medication, or other response.
Managing Anxiety in Patients Receiving Palliative Care
All individuals (N ¼ 236) responded to the question asking what nonpharmacological approaches they use to manage anxiety symptoms in patients receiving palliative care. Respondents endorsed an average of 3.6 (SD ¼ 2.5) different types of nonpharmacological approaches to manage anxiety. Notably, 22.3% did not endorse using any nonpharmacological approaches, and these respondents were the same as those who indicated that they did not have access to nonpharmacological approaches to manage anxiety within their palliative care team. Table 3 reports the frequency of nonpharmacological approaches used to manage anxiety. The most frequently endorsed nonpharmacological approaches were general psychosocial support (68.2%), supportive counseling (68.2%), and spiritual support/counseling (54.7%). Approximately 40% of respondents did not endorse using any empirically supported techniques (CBT, relaxation, mindfulness, and distraction) to manage anxiety symptoms, whereas 14% endorsed using 1, 12.3% endorsed using 2, 18.6% endorsed using 3, and 15.3% endorsed using all 4. An ANOVA revealed a significant effect of type of discipline and number of empirically supported treatments used (F 2,16 ¼ 7.39, P ¼ .00).
Tukey HSD and Bonferroni post hoc analyses both revealed that psychologists were significantly more likely than all other disciplines to use empirically supported techniques to manage anxiety at the P < .05 level (results not reported but are available by e-mail request). Finally, regarding pharmacological interventions, 84.6% of physicians and 54.5% of nurse practitioners reported that they prescribe anxiolytics or SSRIs when they detect psychological distress.
Discussion
This study is the first, to our knowledge, to ascertain actual clinical practices surrounding psychological distress screening and treatment in inpatient palliative care teams nationwide. The results from this study revealed that psychological distress is frequently encountered by palliative care teams and that there is a great deal of variability regarding how palliative care teams screen for and manage psychological distress.
The results reveal most palliative care team members, regardless of discipline, report assessing for psychological distress, and there is significant variability in how psychological distress is actually assessed. This study found that all core palliative care team members (ie, physicians, nurses, social workers, chaplains, and psychologists), regardless of discipline, screen for psychological distress with at least 1 method, and on average, individuals screen with 4 different methods. The least frequent method of screening is using a validated screening instrument, and the most frequent is talking with family members. While it is likely advantageous to have multiple team members screen for psychological distress using multiple methods (eg, it may increase the likelihood of detecting psychological distress when present), it also potentially signals a lack of scientific evidence or at least guidelines for the most valid and reliable way to screen for psychological distress in the inpatient palliative care setting. The guidelines from the National Consensus Project and National Hospice and Palliative Care Organization state that the team provide "regular ongoing assessment of psychological reactions to the illness . . . and psychiatric conditions . . . whenever possible and appropriate, a validated and context-specific assessment tool is used." 8(p64) The Guidelines, however, do not give examples of which screening and assessment tools are best nor do they give detailed information about who on the team should perform this assessment and screening or what type of training is necessary for team members to be considered proficient at psychological screening and assessment. They also do not provide specific information on frequency of screening and assessment, rather they specify "regular reassessment of treatment efficacy . . . is performed and consistently documented." Further research is needed to establish "best practices" and specific guidelines in screening for psychological distress in inpatient palliative care settings. Tools that are feasible for use (eg, can be conducted in a reasonable amount of time) and have acceptable sensitivity among patients with high symptom burden are particularly needed. The Edmonton Symptom Assessment Tool is certainly context-specific and valid for assessing certain symptoms, but its validity for screening for psychological distress in palliative care settings has been questioned. 11 The PHQ-9 has preliminary evidence as a suitable screening tool for depression in palliative care, 21 but further research is needed to determine whether the measure is appropriate for monitoring response to treatment. There is also a need to develop screening tools that can differentiate between reactive sadness and clinically significant depression or anxiety, as current screening measures may be overdiagnosing depression in nondepressed adults. 22 This study also revealed that palliative care team members refer patients to multiple disciplines to manage symptoms of anxiety. On average, respondents endorsed referring patients to 3 (SD ¼ 1.46) different providers when symptoms of anxiety are detected. This suggests that the treatment of psychological distress is considered the purview of all disciplines rather than 1 discipline in particular. While all disciplines working in palliative care are expected to have some basic training and competency in managing psychological symptoms, there is an important distinction between providing psychological support generally to all patients versus providing psychological assessment and intervention for specific patients with clinically significant mental health needs. Our results suggest that when symptoms of anxiety are detected, any number of providers from a variety of disciplines may be consulted to help manage a patient's psychological distress. It is possible that when a clinician believes that the psychological distress is related to a specific discipline's expertise, the team member from that discipline receives the referral. For example, if a provider believes that the psychological distress is related to spiritual/religious/existential issues, chaplaincy may be more likely to receive the referral as opposed to social work or psychology. Our results could also suggest a lack of clarity in the guidelines and limited evidence regarding the best way to manage anxiety and other psychological symptoms in patients being seen by the palliative care team. The National Consensus Project Guidelines for Quality Palliative Care state that the "interdisciplinary team effectively treats psychiatric diagnoses . . . interventions are based on interdisciplinary team assessment and informed by evidence-based practice . . . " 8(p22) These guidelines are quite general and leave much to the interpretation of palliative care teams. Furthermore, there is currently a gap in evidence-based practices in regard to managing psychological distress in palliative care. 10 More research is needed to establish and disseminate to all relevant disciplines evidence-based interventions to treat psychological distress in palliative care. Additionally, future qualitative studies could help to illuminate why and when palliative care providers refer patients to various disciplines for psychological care. For example, certain palliative care teams may have social workers or chaplains who have specialized training in mental health interventions, which would make them especially well-suited to deliver psychological interventions to affected patients.
The results from the current study further demonstrate that providers from different disciplines treat symptoms of anxiety differently. The care a patient receives for their symptoms of anxiety and resulting care outcomes may well depend on which discipline receives or responds to the referral. For example, this study demonstrated that psychologists (vs other groups) are significantly more likely to employ psychotherapeutic techniques that have strong empirical support (eg, CBT, relaxation, and distraction). The overwhelming majority of physicians (and *50% of nurse practitioners) reported using pharmacological agents such as anxiolytics or SSRIs to manage psychological distress. The most common types of nonpharmacological treatments offered were general psychosocial support, supportive counseling, and spiritual counseling. Although these types of support constitute important aspects of palliative care, they are not well operationalized and therefore make it difficult to study empirically or train clinicians systematically in their use. One review examined anxiety treatments for older adults and found that supportive therapy, which was operationalized as therapy that included reflective listening and validation of feelings, was less effective than CBT or relaxation training in managing anxiety symptoms. 23 The delivery of spiritual counseling may be quite different across chaplains and across faith, and psychosocial support and supportive counseling do not have standard accepted definitions in the literature. For example, supportive counseling may include active listening for 1 provider, while for another it may mean therapeutic touch or empathic statements. Most importantly, without a clear understanding and definition of what these supportive therapies are, it is impossible to know whether they are effective in reducing psychological distress and symptoms of anxiety. Future research, such as qualitative interviews with palliative care providers, would be useful in order to better operationalize the types of supportive counseling, spiritual counseling, and psychosocial support currently being provided to patients as well as the rationale providers have for choosing different types of interventions for psychological symptoms.
If a patient is experiencing symptoms of anxiety, they may benefit from a psychological treatment with a robust evidence base supporting its efficacy such as CBT. Cognitive behavioral therapy has preliminary evidence supporting its efficacy in treating anxiety and depression in patients with advanced illness. [24] [25] [26] This study found that CBT and CBT techniques are not routinely being offered to patients with symptoms of anxiety who are being managed by an inpatient palliative care team and that there is a great deal of variability in how symptoms of anxiety are currently being treated by palliative care providers. More research is needed on adapting CBT and other evidence-based psychotherapies to be more accessible (eg, improving funding/reimbursement mechanisms and increasing the number of available, trained providers) and appropriate (eg, reducing the number of sessions or making it more selfdirected) for patients being treated by a palliative care team.
This study has several limitations to consider. Given the snowball sampling method utilized, we could not calculate a formal response rate. It is possible that selection bias influenced our results, for example, providers already doing some psychological screening and treatment in palliative care may have been more likely to respond than providers who do not routinely screen for and/or treat psychological distress. Additionally, it is possible that providers from the same team responded to the study, which would result in an overrepresentation from 1 particular hospital; however, we could not assess this due to anonymity requirements in the protocol. Sample representation also skewed toward urban academic medical centers, which may not reflect practices patterns in nonurban and nonacademic health systems. Rural palliative care teams were not equally represented in the sample (10.3%) and therefore may be a good target for future research, as rural palliative care teams may face unique challenges in providing psychological care. We were also unable to distinguish regional differences in practice patterns because we did not ask which geographic region participants were responding from. Lastly, because this was a self-report survey, respondents may have overestimated the extent to which they screen and manage psychological distress.
Lastly, this study focused on practice patterns regarding symptoms of psychological distress with a particular focus on management of anxiety. It is possible that respondents' practice patterns regarding other psychological symptoms, such as depression or insomnia, could have been different. This study should not be generalized to reflect how all psychological distress is treated by palliative care teams, as survey items regarding treatment of psychological distress focused explicitly on symptoms of anxiety.
There is a great deal of variability in how palliative care teams screen for and manage psychological distress. This variability may be due, in part, to nonspecific guidelines for best practices and a limited evidence base regarding how best to manage psychological distress in palliative care settings. More research is needed to establish evidence-based screening and treatment practices for psychological distress in palliative care patients.
